Introduction
The population of the United Kingdom is 57,236,200, served by 115 board certified Consultant Neurosurgeons, although not in an equal distribution to the population. In some areas, the ratio of neurosurgeons to the population is 1:250,000 and in other areas 1:750,000. This might be among the lowest in Europe (the ratio in Scotland is between 1:100,000 and 1:250,000). At the moment there are about 100 neurosurgeons in training, one third of whom are at Senior Registrar or pre-Consultant level. There are a total of 70 Registrars, with possible plans to reduce their number to less than 30, which will obviously cause problems in our discipline.
The neurosurgeons are based in 38 Neurosurgical Units throughout the United Kingdom, 11 of which are in Greater London. There are 23 major units with one or more Senior Registrar training posts. Six of these Neurosurgical Units have University departments and 7 others have an academic component. Neurosurgical training in the United Kingdom is by salaried posts and requires the trainee to have trained to the level of a general surgical fellowship, usually at about 3-4 years post University degree. Neurosurgical training, thereafter, is for five years with three years at a Senior Registrar level. A log book of operative experience is required to be kept and a speciality fellowship examination, optional at present, is likely to become a compulsory examination within the next few years. As there are a closed number of salaried Consultant positions, training is usually for longer than the five year accreditation period. Neurosurgical practice is predominantly salaried by the National Health Service (NHS), but an extra 10% of earnings may be accumulated from private practice.
Most units are staffed with 3 or more neurosurgeons, with 3 or more additional staff in training. Within neurosurgical units, some specialisation takes place, e.g. pituitary, acoustic, posterior circulation aneurysms, stereotaxy and paediatrics. Most regional centres are fully equipped with neuroradiology, neuroanaesthesia and neuropathology, although the majority of centres within the United Kingdom do not at the moment have facility for MRI scanning.
Malpractice is an increasing problem within the United Kingdom. In fact, within the last few months, there has been a major alteration in insurance coverage. Within the National Health Service, indemnity is covered by the employing authority, except for work carried out outside the Health Service contract.
Major problems exist in the United Kingdom with lack of facilities for magnetic resonance imaging, intensive care, decreasing levels of junior staffing, privatisation, and an enormous increase in administration and management activity in the NHS.
Paediatric nenrosurgery
Currently, within the United Kingdom, there are no fulltime paediatric neurosurgeons. Under the auspices of Mr A. Hockley from Birmingham, 14 neurosurgeons with a specific interest in the management of paediatric neurosurgery have formed themselves into a group, most of whom have one or more designated paediatric neurosurgery sessions. This relatively limited number means that there are neurosurgical centres without a designated paediatric neurosurgeon. Even within the units with a paediatric neurosurgeon, there is a considerable discrepancy in the general facilities available, the imaging facilities and the number of patients treated.
Referral lines
Patients are referred to neurosurgeons in the United Kingdom either by General Practitioners, general paediatricians, neuropaediatricians, adult neurologists. Within the units that sub-specialise, from other neurosurgeons and other neurosurgical units. With trauma, most neurosurgical centres take patients from other hospitals. In Edinburgh there is a direct referral line from the Accident s 58
and Emergency department, which may be considered the principal source of patients.
Diagnostic services
CT scanning is available to all units, but MRI scanning to a relatively restricted number. Angiography, diagnostic ultrasound, neurophysiology are generally available but PET scanning is restricted to one centre in the UK (Hammersmith Hospital in London), and that has no neurosurgical unit. SPECT is available at a handful of centres.
Patient care responsibilities
Within units, the situation varies as to whether the total responsibility is carried by the neurosurgeon or shared -with a neuropaediatrician. Most units have facility for paediatric anaesthesia. 
Zoning of children
Within the neurosurgical units specifically caring for children, patients are housed in designated beds within a children's hospital (5 units), within paediatric beds separate from the neurosurgical unit in a General Hospital (3 units), or in paediatric beds within a neurosurgical unit (I unit).
Description of disease entities
The units dealing with the highest number of paediatric cases certainly are Great Ormond Street in London, and the unit in Birmingham. All units deal with paediatric tumours, vascular lesions, cranial deformities, spinal abnormalities and hydrocephalus (Table 1) . There is already some specialisation within the United Kingdom for craniofacial abnormalities, surgery for the total management of hydrocephalus and head injury, some of this commitment being carried out by paediatric surgeons.
Equipment and personnel
All but one of the units have access to a paediatric ICU and paediatric oncology services. Within the operating theatre facility, 3 have specific theatres for children. Operating microscopes and neurophysiological monitoring are available in all units, as is a C.U.S.A. But laser is available in only 3. All have facilities for referral to other paediatric specialities; but, interestingly, paediatric rehabilitation is poorly served in the United Kingdom.
Areas of major change
All units have noticed a decrease in the incidence of meningomyelocele, because of effective maternal screening and also the natural decreasing incidence of this pathology. There has also been an increased involvement in the management of the complications of intraventricular haemorrhage in premature infants, and there has been increased interest in the potential for functional surgery and craniofacial surgery.
Future of paediatric neurosurgery in the United Kingdom
Until relatively recently, there has been reluctance among British neurosurgical units to recognise the need for a specific interest in paediatric neurosurgery. Interestingly, it is the paediatric neurologists who are now pressing for this to occur. They have suggested that a network of paediatric neurosurgical units should be set up eventually. If no such unit is available, children treated in adult units should be accommodated in nearby paediatric wards before and after surgery. All medical and nursing staff treating these children, including those in Intensive Care Units, should have paediatric training. Out-Patient follow-up should offer combined paediatric neurological and neurosurgical skills. Special procedures such as monitoring intracranial pressure should be performed in neurosurgical centres or in units within easy reach of neurosurgical facilities. It is hoped that with the birth of the British Paediatric Neurosurgery Group, some of these goals will be realised in the not-too-distant future. 
